Abstract Benign and malignant tumors of the temporomandibular joint are rare. An aneurysmal bone cyst (ABC) of the condyle is even more unusual and usually presents as a slowly enlarging firm swelling which occasionally may be associated with pain and tenderness. Surgical curettage or excision is the treatment of choice, in an attempt to reduce the potential problem of recurrence; we undertook surgical resection of the affected bone. Immediate mandibular reconstruction using autologous bone was deferred though it is generally recommended in such type of cases.
Introduction
The aneurysmal bone cyst is a type of pseudocysts of the jaw. It is a non-neoplastic lesion of the bone, characterized by replacement with fibro-osseous tissue containing bloodfilled sinusoidal or cavernous spaces. The lesion remains a relatively uncommon finding in the facial bones and the etiology and pathogenesis have yet to be elucidated [1] .
Fifty percent of ABCs arise in the long bones, and 20% occur in the vertebral column. ABC accounts for 1.5% of the nonodontogenic, nonepithelial cysts of the mandible [2, 3] .
It is reported among children and adults with no gender predilection. It generally affects young persons predominantly under 20 years of age [1] . In patients with this lesion, 50-70% may recall a history of trauma although the relationship between trauma and ABCs has yet to be ascertained [4] .
Diagnosis is made considering the patient's history, physical and radiographic examinations, histopathology and intra-operative findings. This is a case report of a patient treated for ABC of the mandibular condyle in our unit.
Report of a Case
In Oct 2007, an 18 year old female patient was referred to our unit with a chief complaint of swelling in the left preauricular region associated with pain which has progressively increased over a period of 5 months. Initially she developed pain on chewing in the left temporomandibular joint, following which she noticed a small lump in the left preauricular region, which gradually increased in size. There was no history of trauma. On physical examination a solitary swelling was noticed which was smooth, oval and measuring about 3 9 2 cm in the left preauricular region (Figs. 1, 2) . The swelling moved in conjunction with the mandibular movement. On palpation the swelling was bony hard in consistency with a smooth surface, tender and no pulsations were felt. The patient had a maximal interincisal opening of 20 mm, with cranial nerves V and VII being intact. There were no clinically palpable lymph nodes. Patient reported no history of weight loss or cachexia and no significant medical or dental history. Aspiration of the left preauricular swelling was done and a bright red colored fluid was obtained.
Panoramic radiographs revealed, large expansile radiolucent lesion involving the condyle and the upper half of the ramus (Fig. 3 ). There was marked thinning of the both the cortices. Inferior expansion of the radiolucency was (Fig. 4) . No temporal bone involvement was seen. Routine hematology and specific blood chemistry were normal. Aspiration report revealed that there were only red blood cells with few leukocytes. The tissue biopsy of the lesion showed fibrocollagenous cyst wall with woven bone trabeculae with scattered multinucleated giant cells amongst fibroblasts. Focal blood filled spaces were also seen. No pleomorphism or mitosis was seen.
In December 2007 patient was operated under general anaesthesia. Intraoral incision was placed along the anterior border of the ramus. Ramus and the coronoid process were exposed and a portion of the lesion was removed intraorally (Fig. 6) . A horizontal cut was made just above the level of the lingula. Since the access was limited to the condyle through this approach; extraoral retromandibular incision was placed and the remaining cystic lesion in the condylar portion was retrieved (Fig. 5) . Thus the lesion enblock was resected and bleeding was controlled using bipolar cautery. Wound closure achieved using layered suture both intraorally and extraorally. Reconstruction at this stage was not done. Postoperative course was uneventful. The excised specimen was sent for microscopic examination (Figs. 7, 8,  9 ). Subsequently, the diagnosis of ABC was confirmed. Postoperatively patient had mild marginal mandibular nerve weakness and a slight deviation of the mandible to left side on opening the jaw. Patient was discharged on the eighth post-operative day and advised regular follow-up.
Discussion
The ABC was first recognized in 1893 by Van Arsdale [5] and Lichtenstein [6] coined the term ''aneurysmal bone cyst'' in 1957. In 1983, Sanerkin et al. [7] described the solid type of ABC without vascular and cyst-like cavities as a ''typical'' ABC. However, the incidence of the solid type of ABC has been reported as 5-7.5% [8] .
The cause of these lesions is still controversial. Jaffe and Lichtenstein [9] refer to alterations in local haemodynamics causing increased venous pressures and engorgement of the vascular bed in the tranformed bone, leading to resorption, connective tissue replacement, and osteoid formation. Struthers [10] , who found areas similar to the aneurysmal bone cyst in many of the previous lesions, postulated that the lesion occurs due to a microcyst from cellular oedema in the primary lesion such as the central giant cell granuloma, fibrous dysplasia, ossifying and cementifying fibromas. Some pathologists assume the aneurysmal bone cyst is actually a response to an alteration in the vessels of the region causing a proliferative reaction without healing owing to continual effusion of blood from the injured vessels [10] .
Clinically, no gender predilection is observed and the mandible is the most common site in the facial bone, which is followed by maxilla [11] . The lesion is a slow growing painless mass that may cause pain and swelling as it increases in size. A bruit may be heard if the arterial component is significant.
The radiographic appearance of ABC is non-specific, variable and may be unilocular or multilocular, soap bubble or moth eaten radiolucency with destruction of the bony cortices and demarcated and irregular margins have been reported [4] . An angiogram, computed tomography scan and MRI help in establishing the diagnosis and is useful in avoiding excessive hemorrhage during biopsy [11] .
One pathognomonic component in the microscopic diagnosis of ABC is the presence of well defined blood spaces lined by endothelial not epithelial components [12] , (Figs. 10, 11, 12, 13 ). There are multinuclear giant cells around the foci of hemorrhage. Absence of smooth muscle component is highly suggestive of ABC, while ruling out hemangioma. Presence of haemosiderin is a consistent feature [11] .
A variety of treatment protocols have been used such as curettage, block resection with reconstruction, therapeutic embolization, and long term follow-up to confirm self healing [12] . Successful results have been obtained through conservative curettages or block resections followed by reconstructions using grafts.
Bernier and Bhasker reported that recurrence is common in the long bones (20-60%), but seldom in the jaw bones [3] . The identification of patients who have ABC-''plus'' prior to surgery is quite important since there is a possibility that recurrent ABC may be a manifestation of inadequate treatment of an associated lesion [13] . Block excision or resection though usually reserved for recurrent cases of ABCs as well as ABCs associated with other lesions, we in our case adopted this treatment since the lesion had multiple perforations following extensive expansion of bone and could end up with pathological fracture of the head of the condyle.
Conclusion
The ABC of the jaws is an uncommon benign lesion with an unclear etiology. There are typical radiographic findings, but diagnosis based solely on the radiographic findings may not be possible. Therefore histologically the aneurysmal bone cyst needs to be determined prior to any definitive surgical treatment.
Surgical curettage or excision is the treatment of choice. In an attempt to reduce the potential problem of recurrence, we undertook surgical resection of the affected bone. Immediate mandibular reconstruction using autologous bone was deferred though it is generally recommended in this case.
In conclusion, a policy of long term follow up to confirms the eventual self healing of an aneurysmal bone cyst lesion has been advocated by several authors [12] .
